Abstract Patient-centered care, shared decision-making, patient participation and the recovery model are models of care which incorporate user involvement and patients' perspectives on their treatment and care. The aims of this paper are to examine these different care models and their association with user involvement in the mental health context and discuss some of the challenges associated with their implementation. The sources used are health policy documents and published literature and research on patientcentered care, shared decision-making, patient participation and recovery. The policy documents advocate that mental health services should be oriented towards patients' or users' needs, participation and involvement. These policies also emphasize recovery and integration of people with mental disorders in the community. However, these collaborative care models have generally been subject to limited empirical research about effectiveness. There are also challenges to implementation of the models in inpatient care. What evidence there is indicates tensions between patients' and providers' perspectives on treatment and care. There are issues related to risk and the person's capacity for user involvement, and concerns about what role patients themselves wish to play in decisionmaking. Lack of competence and awareness among providers are further issues. Further work on training, evaluation and implementation is needed to ensure that inpatient mental health services are adapting user oriented care models at all levels of services.
Introduction
In the literature, patient-centered care, shared decision-making, patient participation and the recovery model are models of care which incorporate user involvement and patients' perspectives on their treatment and care. Service user involvement is a principle of mental health care policy in many health service systems around the world. User involvement is also recognized in several supra-national strategies to improve mental health [1] [2] [3] . Over the last two decades, service user involvement has been introduced in response to the advocacy of some patients' associations and features in political documents of some specific national health care systems [4] [5] [6] [7] [8] [9] .
User involvement is intended to increase the actual and ''real'' influence of patients on decisions about their treatment, to ensure that services are provided in accordance with patients' needs and to enhance patients' control over their health care. User involvement challenges paternalistic care models, assumptions that health care providers know what is in the best interest of their patients, and can make decisions on behalf of their patients without involving them in the process [10] . In mental health the attention to user involvement for people with long-lasting mental health disorders has paralleled the shift from institutionalized care in asylums to community mental health care models and the integration of people with mental disorders in the community [11] . Providing care in the community requires that health providers approach users in their every day ''home'' context, where user involvement is a natural orientation in the daily encounters between provider and user [12] . However, while service user involvement is applauded in the mental health field, there are concerns regarding implementation, especially in relation to inpatient mental health care [13, 14] . The aim of this paper is to examine patient-centered care, shared decision-making, patient participation and the recovery model and their association with user involvement in the mental health context, and to discuss the challenges associated with their implementation in an in-patient mental health setting. The sources used are health policy documents and published literature and research on patientcentered care, shared decision-making, patient participation and recovery.
The Mental Health Context
Mental Health Policies A core value in both European and US mental health policies is to reduce institutional forms of care, developing community-based mental health services and integrating people with mental health disorders in the community [2, 5, 11] . To support this, involvement of users, families and carers is seen as an important strategy. In addition, education and training of providers, user advocacy, equity in access to services, adequate funding of services and implementation of quality improvement systems are other important strategies for service development within mental health [3] .
Health legislation complements and reinforces mental health policies especially in the area of user involvement [3] . Several European countries (for example Norway, Finland and France) 1 have established separate bills on patients' rights, ensuring patients have the right to make informed decisions, the right to comprehensible information and that decisions are made in partnership between clinician and patient. Other countries use multiple pieces of legislation to protect patients' rights [15] . Patients' rights are also complemented by mental health legislation addressing users' and family members' or carers' rights, competence and capacity issues for people with mental disorders, and voluntary and involuntary treatment [11] .
Organization of Mental Health Services
The movement towards community-based mental health services has been followed by a growing complexity of inpatient and outpatient mental health service provision [11] . Inpatient care is to be kept to a minimum and is provided in mental hospitals or in community-based inpatient units. Specialist mental health services also involve crisis resolution, home treatment, and early intervention services to reduce the length of untreated psychosis [11] . For people with complex and ongoing support needs in areas such as mental and physical health, housing, employment, social relationships and community participation, Assertive Community Treatment (ACT) and Intensive Case Management are often used in order to avoid long-term inpatient care [16, 17] . Several system-tools are implemented in mental health services to support user involvement. People in need of long term and coordinated services are entitled, for example in the US, UK and Norway, to an individualized care plan. The objective of the care plan is to ensure continuity and person-centered care, to tailor services to individual needs, resources and goals [5, 18, 19] . The aim is to provide information to support decision-making and choices, stating the person's treatment goals, and outlining the responsibilities of those involved in treatment and follow-up. It is available to the person, but can be accessed by those providing direct care services if agreed by the individual. The individualized care plan can thus be considered a tool for patient participation, shared decision-making and recovery.
Case management represents a tool for coordination of services for people with mental disorders. It is supposed to tailor services to the person's needs. A service provider is assigned as 'case coordinator' to be responsible for assessment of needs and implementation of a care plan. The underlying tasks of case management include: organizing meetings with personnel from various support areas, assessment of the person's needs, care planning, implementation and regular review [16] . Case management meetings represent an arena for placing the person at the center of their own care. It is an opportunity for the person to express their own views, without repeating their story to different service providers, and they can avoid the need to coordinate their own services.
Assertive outreach teams (also called assertive community treatment (ACT)) are multidisciplinary and work intensively with people with complex mental health needs to support recovery [17] . Assertive outreach teams provide all necessary care themselves, rather than arranging for services to be provided by others; they provide care at home, persist in attempts to engage uncooperative clients, and emphasize medication compliance and provide 24 h emergency coverage [16] . The systematic review by Dieterich et al. [16] based on empirical studies from US, Canada, Europe and Australia showed that both ACT teams and intensive case management provide good alternatives to hospitalization; they are associated with reduced hospitalizations and re-hospitalizations, better integration of the person in the community and with reduced costs.
Thus, important structural steps have been taken to make mental health care oriented towards users' needs and to stimulate user involvement. Mental health services are focusing on integration of people with mental disorders in the community, providing flexible in-and out-patient mental health services, and seeking to ensure continuity of care, all in order to reduce long-term hospitalization and to support people with mental disorders to live meaningful lives in the community. These approaches to care reflect care models such as patient-centeredness, shared decision-making, patient participation and the recovery model. The essential features and principles of these models will now be examined.
User Involvement Models

Patient-Centered Care
The idea of ''patient-centered care'' is acknowledged both in psychiatric nursing, psychotherapy and in medicine. In psychiatric nursing the healing power of the interpersonal nurse-patient relationship was early recognized in the works of Hildegard Peplau 1952. She emphasized the shared experiences of nurse and patient, and nurses engaging in partnership with their patients, in contrast to patients passively receiving treatment [20, 21] . Person-or client-centered counseling is also recognized in the work of Carl Rogers, proposing that effective therapeutic relationships rely on acceptance, genuineness and empathic understanding of the client [22, 23] .
Mead and Bower conducted a useful review on patient-centeredness in medical care and in the doctor-patient relationship [24] . They identified 5 key dimensions: (1) acknowledging a bio-psychosocial perspective and including psychological and social aspects in the understanding of disease and illness. (2) Consider ''the patient as person'': and attending to the patient's stories of their illness, their feelings and fears. (3) ''Sharing power and responsibility'' with the patient, referred to as mutual responsibility, and encouragement of greater patient involvement in care and decision-making, (4) ''Therapeutic alliance'', that is development of a professional relationship based on qualities such as care, sensitivity and empathy. These are important qualities to reach a common understanding of goals and requirements of treatment (mutuality) and are complemented by (5) Providers' self-awareness and attention to emotional aspects in the relationship with the patient [24] .
Although patient-centeredness is advocated and integrated in the training of health care providers in general, there has been a relatively poor understanding of how to promote and measure its core components [25] . The most examined interventions have focused on enhancing the provider-patient communication in clinical consultations, attending to issues such as consultation style, development of empathy and handling of emotional problems. Lewin et al. [25] conclude in their review that training of providers in patient-centeredness may improve communication with patients, enable clarification of patients' concerns and improve satisfaction with care. However it remains unclear if training makes a difference to health care use or outcomes for patients.
The concept of patient-centeredness has received much attention in the psychiatric nursing literature. Many definitions of the concept exist and frequently cited components are those of mutuality or collaboration, and truthfulness [26] . According to Wills psychiatric nursing practice is patient-centered in the sense that effective working alliances and nursing care have to incorporate an understanding of the patient's perspective [21] . In a patient-centered relationship the nurse attempts to 'see the situation through the eyes of the client' and at the same time acknowledge that she never can fully grasp the patient's experience [27] . An effective working relationship between nurse and patient involves truthfulness and mutuality where both parties share information and collaborate to make decisions on jointly agreed goals [21] . Latvala suggests that providers' responsiveness to their own feelings and personal resources is a key issue for psychiatric nurses to truly value the views of their patients [28] .
However, few studies have explored how patient-centeredness is translated and used in psychiatric nursing practice. The Tidal Model, developed over the last decade is one example of a person-centered model where respect, collaboration and gaining understanding of the person's perspective are considered as the basis for good nursing practice [29, 30] . There is evidence of the Tidal Model being used in practice, but only a few evaluations of the model have taken place [26] . Existing evidence suggests that there are associations with improved staff and user satisfaction and more user involvement following implementation of the model [31] .
Shared Decision-Making
Patient-centeredness can be considered to be the context for shared decision-making. While patient-centeredness in short covers the tailoring of general care to the individual's needs and preferences, shared decision-making is a means to placing the person at the center of care, focusing primarily on the process of treatment decisions [32, 33] .
Shared decision-making aims to increase patients' knowledge and control over treatment decisions that affect their well-being [32] . For a decision to be ''shared'' it must involve at least two persons: the patient and the service provider, where both take part in the decision-making process. In relation to serious or long term mental health conditions, it is often necessary to involve several members of the clinical team and family members, caregivers or a friend in the 'distributed' shared decision-making process [32] [33] [34] . Shared decision-making can refer to both process and outcome [35] . The process relates to the role the patient and provider play in the encounter, while outcome refers to agreement versus non-agreement over a treatment decision [32] . Shared decision-making also involves opportunities to review and revise decisions after they are made [36, 37] .
Sharing of information is a pre-requisite for shared decision-making. Based on available evidence the provider must provide information and lay out options, their potential consequences (the provider's knowledge contribution) and also explore the patient's potential worries and expectations. The patients must bring their experiences, values and opinions to the encounter (consumer's contribution). Various types of decision aids (e.g. information brochures, films, interactive video, audio-guided workbook, web pages) are often used in shared decision-making as an adjunct to the providers' counseling [36, 38] . Shared decision-making is an interactive process by which health care choices are made jointly by service provider and the patient [39] .
In the context of mental health there is growing attention to shared decision-making, emphasizing that shared decision-making is an important part of the person's recovery process [40, 41] . Shared decision-making is suggested as an approach to medication management, but also to support decision-making in psychosocial matters such as work, housing, psychotherapy and other service provision [40] [41] [42] . In relation to medication it is argued that this is an active process involving complex decision-making. There are several options available, there are risks and benefits and potential unpleasant side-effects. Decisions about medications are both professionally influenced and personal for the patient, and the outcome of such a process [the decision to take prescribed medication] can be dependent on the individual's active involvement in the decision-making process [36] .
Despite these arguments there is limited empirical knowledge about the associations between shared decision-making and clinical outcomes for patients with mental disorders. A recent Cochrane review by Duncan, Best & Hagen [33] of shared decision-making interventions for people with mental health conditions included only three papers from two studies [42] [43] [44] . Hamann et al. compared usual care with a shared decision-making intervention program implemented among acutely ill in-patients with schizophrenia. The intervention improved patients' knowledge about their disease, patients reported higher perceived involvement in medical decisions and received psycho-educational interventions more often than patients in the control group [42] . Loh et al. conducted an intervention study involving physician training and patient-centered decision aids in primary health care for people with depression. Although there was no effect on depression severity, the authors conclude that a shared decision-making intervention was better than usual care for improving patient participation in decision-making and increasing satisfaction with care [44] . Duncan, Best & Hagen conclude that shared decision-making interventions may not improve patients' health outcomes, but do increase patient participation in decision-making and satisfaction with care, without increasing the need for resources (e.g. consultation time) [33] .
Patient Participation
Patient participation pertains to the patient's involvement and role in decision-making in matters relating to their own treatment and care. In nursing literature, patient participation is often used in relation to concepts such as user/patient involvement, partnership and user/ patient control. A common way of conceptualizing participation has been by referring to different categories of patient participation combined with involvement of the individual in health care decision-making [45] [46] [47] .
Hickey and Kipping use a participation continuum in a mental health context with four positions for illustration of user involvement and participation in decision-making. The first category is information/explanation where the patient is provided with information and/or explanation about treatment, rights, and decision-making [46] . The patient is not considered as part of the decision-making, but the recipient of information. This is a paternalistic model where providers 'know best' and patient involvement is limited to being given information or giving consent [48] . The second category is consultation in which the patient gets an opportunity to express his/her views, but there is no guarantee that these will be taken into account in decision-making. This can be viewed as the lowest form of participation in decision-making [48] . Partnership is the third category and involves some redistribution of power over decision-making to patients, as patients and service providers jointly participate in decision-making. The patient has become a collaborator in their own treatment and care. The fourth category is user control in which power is further redistributed or transferred to patients; patients can make their own decisions, without involving other people in the decision-making process. This can be also called 'self-directed care' when the person for example chooses his or her providers and services [46, 48] .
Similarly, Thompson argues that the four categories of participation are reflected in the most discussed models of treatment decision-making [47] : paternalism (patient involvement is limited to being given information or giving consent), 'professional as agent' (providers hold the expertise, but patients' preferences are incorporated in decisionmaking), 'shared decision-making' (providers and patients share the process and outcome of a decision) and 'informed decision-making' where patients are regarded as fully autonomous, and expected to make their own decisions [32, 47] .
The participation continuum as described by Hickey & Kipping and Thompson illustrates participation as a process in an in-patient mental health context, where patients can be passive (no participation/passive involvement) or active participants in their treatment and care, depending on mental health symptoms, motivation, and interests for participation. However the model is criticized for being driven by the provider, as participation may be limited to certain situations, for being based on providers' professional judgments and models of care, and for not being derived from users themselves [46, 47] .
Patient participation also addresses involvement at service level, including patients or users in program and quality development initiatives such as advisory boards, in training of providers and employment of service users in mental health organizations. These issues have received theoretical, practical and research-based attention in the mental health field [48] [49] [50] . Some potential benefits identified for this level of user involvement are clarification of the patients' perspectives on service delivery, more responsive and accessible services, changes in the attitudes of providers and organizations to involving patients and positive feedback from involved patients [51] .
Recovery Model
The recovery model goes beyond patient participation, patient-centeredness, and shared decision-making. Patient-centeredness and shared decision-making in treatment decisions are important models that support people's recovery [21] . Recovery represents a move away from solely focusing on pathology, illness and symptoms to an emphasis on health, strengths and wellness [52, 53] . Recovery ideas have largely been formulated by the consumer movements and persons experiencing mental illnesses. The recovery model of mental health emphasizes control being placed in the hands of the individual, not professionals, and emphasizes collaborative care between providers, the individual and families [33] . Service user participation is fundamental to recovery and recovery-oriented mental health systems. Consumers and their families are considered as active participants in designing and implementing care systems in which they are involved, as well as being part of developing recovery-oriented mental health services [5] .
Recovery has been associated with two different meanings, which both entail necessary understandings: recovery from mental health disorders and recovery in mental health disorders [54] . The first understanding challenges the view that people with long term mental illness such as schizophrenia will only deteriorate. When viewing recovery in terms of outcome, with symptoms and functions improving over time, it is suggested that up to 50 % of persons suffering from a severe mental disorder can be described as partially-tofully recovered [55] . Recovery means that the person takes part in the same personal and social activities as before they became ill, and some also show no further signs or symptoms of mental illness [56] . Recovery is also a social mental health model grounded in the consumer movement as it emphasizes inclusion and continuous participation within the community for people suffering from mental illnesses. This is important as recovery is not done alone. Recovery does not require remission of symptoms, and return to normal function or 'cure', but rather implies overcoming the effects of becoming a mentally ill person, 'redefining self' and retaining some degree of control over one's own life [56, 57] .
Recovery-oriented care focuses on the roles and responsibilities of service providers to provide services that promote and facilitate the person's recovery [58] . Services are to be person-centered, starting with the provider attending to the person's strengths, hopes and needs, employing everyday language (e.g. person instead of patient), attending to personal relationships and promoting integration in the community setting [59] . It is within the context of the person's life-goals that psychiatric treatments and other interventions can be framed and used as tools in the person's recovery [60] .
Shean summarized the following evidence-based psychosocial treatment approaches involved in a person's recovery: supported employment, family interventions, assertive community treatment (ACT), skill training and cognitive behavioral therapy, most often used in combination with access to pharmacotherapy. Supported employment enhances social functioning as work is associated with higher self-esteem, fewer symptoms and hospital admissions, and reduced health care costs. Family interventions are associated with reduced hospital re-admission and reduced burden on family; it fosters development of coping skills and supports ongoing collaboration with providers. Successful ACT programs promote client choices, recovery and community integration. Skills training and cognitive-behavioral therapy improve the person's coping with problematic experiences. When a person is in need of in-patient care, restraints and seclusion should be kept to a minimum on the basis that the person has a right to self-determination and to support his or her recovery [17, 31] .
Synthesis
Patient-centeredness, shared decision-making, patient participation and the recovery model are advocated in the literature and in the mental health care context; they incorporate user involvement but have only to varying degrees been subject to empirical research. The models represent an important ideological counterpart challenging paternalism and disease-oriented models of care. The four models have common features and overlaps, and we represent these in Fig. 1 . In the figure patient-centeredness is a context for applying patient participation, and shared decision-making is a tool within this approach. Shared decision-making enhances patient participation, by setting the person at the center of care and the process of treatment decisions. Patient-centeredness covers the tailoring of general care to the needs and preferences of the individual, recognizing the value of patient participation, and shared decision-making as an important tool to achieve this [33] . Recovery-oriented care goes beyond patient-centeredness as it involves supporting people through their mental health concerns in order to live a meaningful life in the community [53, 59] .
Although patient-centered care is desirable in its own right, it also represents a means towards other ends such as health care quality, safety and effectiveness [25, 61] . Patientcenteredness is seen as an overarching aim for improving health care quality in the US. The 'Quality Chasm' report defines ''patient-centeredness'' as providing care that is respectful and responsive to individual's preferences, needs and values and ensures that patients' own values guide clinical decisions [62] . In the report shared decision-making is cited as one of the top ten rules to guide the redesign of both physical and mental health care. Wills argues that psychiatric nursing practice goes beyond patient-centeredness, as it involves recovery by helping people through their mental health concerns (e.g. their anxiety or non-adaptive coping behaviors) in order to live a meaningful life in the community. Wills also identifies that mutuality is reframed and extended in the concept of shared decision-making [21] . Curtis et al. [36] propose that shared decision-making reflects the values and process of client-or patient-centered care, evidence-based medicine and the recovery movement.
In mental health care the recovery model can be considered as an overarching frame, in which the other models are applied (illustrated in Fig. 1 ). Service user participation is fundamental to recovery and recovery-oriented mental health systems. Shared decisionmaking is further recognized as a promising tool in the process of transforming mental health services to a recovery orientation where user involvement is a core value. Recovery has become a guiding principle for mental health services in the US, New Zealand, Australia and UK [5, 53] .
Patient-centered care, patient involvement, shared decision-making and the recovery model are intended to be implemented at different levels of the health care system. At the 'macro' level where service users influence policy making and legislation, at the 'meso' level where institutions involve service users in planning and delivery of health services, and at the 'micro' level attending to the interaction between the person and his or her family and service providers [63] . Whether these aspirations to adopt the models of care with mental health service users are realized will now be examined.
Examining the User Involvement Care Models in an In-Patient Mental Health Context
Although sharing of information, patient participation and user involvement are applauded, there are concerns regarding implementation of patient-oriented care models in the clinical mental health field, especially in relation to inpatient mental health care. Bee et al. Fig. 1 Illustration of the Recovery Model as an over-arching model, and philosophy, within which the other models are applied: In the figure patient-centeredness is a context for applying patient participation, and shared decision-making is a tool within this approach. Shared decision-making is an approach enhancing patient participation, setting the person central in care and focusing on the process of treatment decisions. Patient-centeredness covers the tailoring of care to the needs and preferences of the individual, recognizing shared decision-making as an important tool [33] . Recovery-oriented care goes beyond patient-centeredness as it involves supporting people through their mental health concerns in order to live a meaningful life in the community [53, 59] Psychiatr Q (2013) 84:313-327 321 conducted a systematic review of empirical research in the area of users' views and expectations of UK-registered mental health nurses. They found few studies providing evidence of user collaboration in mental health services. Service users reported inadequate information provision, poor inter-professional communication and a lack of opportunities for collaborative care. Inpatient mental health nurses were perceived as particularly inaccessible. When relevant information was not provided, patients were found to be more likely to perceive providers as impersonal or paternalistic [13] . Lack of competence and awareness of user involvement has also been identified among providers. Storm, Hausken & Knudsen used cross-sectional data from service providers in inpatient departments in five Community Mental Health Centers (CMHCs) to investigate user involvement. The data revealed that reports of user involvement at the departmental level in terms of involving users in planning and delivery of services were low, but there were differences between CMHCs. Providers more often reported user involvement at the individual level though, in terms of collaborating with patients about treatment and follow-up [64] . A study by Oeye et al. points to tensions in implementing user participation in the hierarchical psychiatric hospital structure such as: (1) difficulties in implementing individual user participation and at the same time upholding collective house rules, (2) difficulties when patients' views are different and challenge staff judgments of proper aims, (3) challenges in establishing equal relationships between staff and patients within the hospital structure [14] . Storm and Davidson found that inpatients reported few opportunities to have meaningful input in decision-making about their care, and they often felt that they were not being seen and heard as unique individuals. From the providers' perspective, patients were perceived as poorly motivated for user involvement, and providers experienced difficulties in making treatment goal-directed, in involving inpatients in developing individual care plans or in engaging them in meetings about treatment [60] . Larsen suggests that providers in inpatient mental health institutions face an ambiguous role. While mental health policies call for attention to patients' perspectives and user involvement, their daily work with patients seems to be influenced by the understanding that health providers have the expertise and know what their patients' best interests are [65] . In the UK, the National Health Service recognizes that although there is considerable support for involving patients and their carers in decision-making, implementation will require a significant culture shift and strong leadership to achieve shared decision-making in the clinical encounter [66] .
'Putting patients and the public first' is a government vision in developing a patientcentered NHS. Patients and their carers are to be in charge of decision-making about their health and well being, they are to have more information, choices and control over their care [66] . However there are several issues that affect the person's user involvement and capacity for participation in decision-making. Common experiences following living with a long-standing mental disorder such as schizophrenia are: ''deficits in social skills and judgments, thought disorder, attention, concentration, and communication difficulties, hypersensitivity towards negative affect and interpersonal conflict and loss of self'' [67, p. 276] . These are all issues that can affect the person's capacity for user involvement and self-determination. Deegan and Drake argue that not all health care decision-making situations should necessarily rely on full implementation of shared decision-making processes [40] . Patients may be incapable of participation in decision-making at some points, and are instead in need of safety, and stabilization of their disorder [58] . Preferred level of involvement in decision-making can vary across individuals and at different points in time [35] . For example when patients' symptoms improve, patients tend to show increased participation [68] .
Issues of risk are one area of concern expressed by users and providers, and are related to community integration, user involvement and patient participation in decision-making for people with mental health disorders. In the US, the New Freedom Commission [5] strongly endorsed the importance of protecting and enhancing the civil rights of people with severe mental disorders with a particular emphasis on limiting seclusion and restraint, and supporting community integration. Davidson et al. emphasize that the majority of people with mental health disorders do not pose a significant risk, either to the community or to the person him or herself. Restrictions on people's decision-making must only be imposed, though, if the person represents a sufficient degree of risk, to avoid harm to the person himself or others. In such circumstances the person will need to have others (service providers or family members) make decisions for them [58] . Such situations pose important challenges to collaborative care models. Some initiatives such as advanced treatment directives for people with severe mental illness are implemented. An advanced directive states the person's future preferences for treatment when being hospitalized and can contribute to secure user involvement when the person is incapable of making treatment decisions [69] .
Effective self-advocacy and involvement in decision-making will require efforts from the person to claim their own rights, for example being prepared for treatment meetings and engaging in formulation of treatment goals [60] . An important question is what role the patients themselves wish to play in decision-making about their own treatment and care [47] . It is suggested that elderly patients may generally prefer a more passive role than younger patients [32, 70] . Educational status, severity of the disorder, and ethnic or cultural difference can also affect people's preferences for involvement [36] . Loh et al. reported research showing that depressed patients were interested in more information and engagement in shared decision-making than previously had been assumed, even when experiencing moderate and severe major depression [44] . Hamann et al. reported that although there were broad inclusion criteria to the intervention, several patients with schizophrenia were considered ''permanently too ill'' by doctors and nurses to take part in shared decision-making. The authors questioned whether the lack of opportunity for user involvement reflected incapacity on the part of the patients or predjudice on the part of the staff-it was not the group of very psychotic or aggressive patients that was incapable of participation in decision-making but those with negative symptoms or those who showed no preference for participation [42] . The review by Bee et al. [13] reported that few opportunities for nursing contact, lack of staff enthusiasm, high workloads on staff, and high levels of staff turnover or sick leave were all issues challenging the continuity of care and opportunities for user involvement and collaborative care.
Recommendations for Policy and Practice
To overcome some of the challenges in translating user-oriented care models into practice in mental health, competence development and training of providers is essential. 'Competencies' cover both attitudinal and cultural disposition, and specific behaviors and skills [71] . Communication skills training is a key means of promoting competence development for all four care models, especially shared decision-making, patient-centredness and the recovery model. Storm, Knudsen, Davidson et al. implemented an intervention program in inpatient mental health care to turn attention to and increase competencies in user involvement among both mental providers and inpatients. The intervention was successful in terms of increasing user involvement at the department level of services [72] .
User-oriented care models have implications for the role of patients and service users. Training in skills to enhance communication may be one means of encouraging a more active patient role and enabling users to claim their rights more effectively in clinical encounters, in particular in in-patient mental health care [40, 42, 60] . For service transformation to take place, it is important to ensure that providers gain experience of working with people with mental health disorders in different roles and positions than solely as patients. Some key areas include involving people with mental health disorders in the running of health organizations, at all levels and in all roles, and involving people with mental disorders in training of providers and the recruitment of peer or consumer providers. Such initiatives require supportive organizational leaders and staff, and are fundamental in developing organizational cultures that promote user involvement at all levels of services.
Conclusion
Various models of care such as patient-centeredness, shared decision-making, patient participation and the recovery model are advocated in the literature and are to varying degrees related to mental health care and translated into empirical research and practice. The models have common features and overlaps, and are important as they represent an ideology challenging paternalism and disease oriented models of care in mental health. Mental health services are being oriented towards recovery in terms of focusing on integration of people with mental disorders in the community, provision of flexible in and outpatient mental health services and continuity of care. However there are challenges related to inpatient care, and tensions between the patient and provider perspectives on treatment and care. The patient or user perspective is a necessary contribution for continuing development of services.
